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ABSTRACT 
Osteoma is benign tumor usually seen in flat bones. Osteoma usually presents as solitary tumor. It rarely presents as multiple 
lesion in Gardner’s Syndrome. Osteoma involving long bones is very rare and review of literature showed only a few case 
reports. We report a case of osteoma involving the shaft of the femur. A 57 year old lady came with swelling over the 
anterolateral aspect of the thigh. Clinical and radiological examination showed a mass on the anterolateral aspect of the femur. 
Excision of the lesion was done and the biopsy report showed Osteoma. The patient is free from disease for the past two years. 
We report this case as osteoma is rare in such a location. Tumor occurring in rare locations need to be thoroughly investigated. 
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steoma is a benign periosteal or endosteal tumour 
arising commonly in the cranio facial bones and 
mandible [1]. Usually, it is solitary and multiple 
osteomas are seen in patient who have Gardner’s 
syndrome. Very few reports of extra cranial osteoma other 
than Gardner’s syndrome have been reported [1-4]. 13 
cases of solitary osteoma involving long bones have been 
reported in one study by Bertoni et al [3]. We report our 
case of a patient who had solitary osteoma involving the 
femur 
CASE REPORT 
This 57 year old lady had come with complaint of swelling 
over the left thigh region of 6 months duration and 
associated pain for two months. Swelling had been 
gradually increasing in size to reach the current size. Pain 
was continuous in nature with no aggravating or relieving 
factors. No similar swelling elsewhere in the body was 
noticed. No constitutional symptoms. No similar history of 
swelling in any other family members was present. 
 
General examination did not show any positive finding.  
The local examination revealed normal skin over the 
swelling with no engorged veins. There was no muscle 
wasting. On palpation, 4 x 5 cm, hard, well defined mass 
was seen over the anterolateral aspect of femur. No distal 
neurovascular deficit was seen. Rest of the systemic 
examination was normal.   
 
Figure 1 – X-ray showing growth on the anterolateral aspect 
of femur with no areas of lysis 
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Sadhanandham VK                                                          Solitary Osteoma of Femur 
Vol 2 Issue 2 Apr – Jun 2016                                                           Indian J Case Reports / 19 
Blood investigation like routine blood count and ESR 
were normal. Alkaline Phosphate was 86 U/L. X-Ray of 
left femur showed a growth on the anterolateral aspect of 
femur with no areas of lysis. We did an excision of the 
lesion and sent for biopsy. Histopathological examination 
of showed no continuity with medullary cavity of femur. 
Microscopic picture showed trabecular pattern of mature 
lamellar bone with no atypia. The interlamellar spaces 
were composed of fibrous tissue with proliferating blood 
vessel. Cartilage cap was not seen. These findings were 
suggestive of osteoma. Post operatively, wound had healed 
well. Regular follow-up of the patient for the past two 
years showed no clinical and radiological recurrence. 
DISCUSSION 
Osteoma is rare, benign lesion that occurs almost 
exclusively in the skull. The bones of face and mandible 
are commonly involved [4-6]. The prevalence has been 
estimated to be 4.2 per 1000 patients [1]. Cranial osteoma 
often causes no symptoms and is discovered incidentally. 
Osteoma involving long bones is extremely rare, with a 
prevalence of 0.03 patient of 1000 patient who have had a 
biopsy of a primary bone tumor [1]. Most of these extra 
cranial lesions are multiple. When they are associated with 
colonic polyps, fibromatoses and cutaneous cysts, they 
constitute Gardner Syndrome [1]. There have been only a 
few reports of osteoma in long bone [7-10]. In current 
report, we describe our finding in one patient who had 
juxta cortical osteoma involving long bone.   
The differential diagnosis of juxta cortical osteoma 
includes osteochondroma and paraosteal osteosarcoma. 
The cartilage cap of an osteochondroma can ossify. 
Paraosteal osteosarcoma is a low-grade surface 
osteosarcoma that arises on the posterior aspect of distal 
part of the femoral metaphysic [5-6]. Histopathology of 
our lesion suggested feature more towards osteoma. The 
natural history of an osteoma of the craniofacial skeleton is 
of slow growth, and this type of lesion usually is treated 
with local excision. The behavior of osteoma of long bones 
is not well known as such lesions are very rare; however, 
they probably behave in a benign manner similar to that of 
craniofacial osteoma.  
Campannacci suggested that an osteoma should be 
treated with total excision biopsy [4]. Partial resection of 
osteoma results in pain and necessitates an additional 
procedure to remove the remainder of the lesion [1]. 
Proximal and distal wide margins are not indicated. 
Marginal excision can be performed in most of the cases 
[1]. Therefore, we followed the principle of Campannacci 
and did a marginal excision. 
CONCLUSION 
We emphasize that a diagnosis of a solitary osteoma of a 
long bone should be made with caution and only after 
thorough histological examination of the completely 
resected tumor. 
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